
 

 

 

 

  

 

 

SHARED SICK LEAVE PROGRAM - ENROLLMENT FORM 

Shared Sick Leave Program Enrollment Form  Revision Date: November 2015 

 

Institution Name:  ____________________________ Department: _______________________________ 

Employee Name: _____________________________          Employee ID: 
_______________________________ 

Phone #:   _______________________________          email: ____________________________________ 

Hire Date:   _______________________________          Supervisor: ________________________________ 

I have successfully completed my provisional period:   Yes                     No 

I wish to donate __________ hours of sick leave (8 hour minimum an672.5f4( )] TJ
ET
BT
1 0 0 1 3851lU7E03(GRA)-3(M)4( )] TJ
ET
BT40 435. 1 181.22 496.99 Tm26(h)-4(o)-2(u)-aximueAM 

--
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Signature of Program Administrator: _______________________________________         Date: ____________ 


